With regard to operation, he could not criticize the hysteropexy advocated by Dr. Giles, as he had never himself performed it. In the earlier years he had done Alexander's, and later, the Alexander-Adams operation, and the various methods of fixation and suspension by looping of the round ligaments, and Kelly's operation. From 1904 he had resorted to the following method, which he had brought before the Gynaecological Society in 1905, and the scheme of which, with drawing, was published in its journal of that year: The abdomen is opened by a low incision. A strong gut suture, to last from eighteen to twenty days, is carried through the peritoneum and peritoneal fascia, and the round ligament close to the cornu of the uterus, at one side. The same manoeuvre is practised at the other. The free end of the first is carried across and brought through the subperitoneal fascia and peritoneum of the opposite side, and the same step is taken with the free end of the other. There are thus two sutures at either side, which pass through the peritoneum and subperitoneal fascia of both sides, including a small loop of each round ligament. The peritoneum is closed, and these sutures are tied last. Only in rare cases is the uterus included in any suture.
He was of opinion that a clear distinction should be made between ventrosuspension and ventrifixation. He did not think that fixation of the uterus should be practised during the child-bearing period of life, unless under very exceptional circumstances. He had never had any bad results from any fixation or suspension operation of any kind that he had ever done. He had photographs of quite a number of children, including twins, born after suspension operations on the mothers. In many of these the ovaries were resected or an ovary was removed or curettage done at the same time. In a few cases there had been transverse presentations. Many years ago he had brought before the Gynmcological Society a case in which he had raised and fixed the uterus in a patient with exaggerated anteflexion who was suffering from constant micturition. The result was perfectly successful, as it had been in two other cases that he had done. In the first case the patient had subsequent pregnancies. Years after he operated upon her for a cystic ovary, and found the uterus attached to the peritoneum by two long adhesive bands.
Miss FRANCES IVENS stated that her operative experience for retroversion was confined to 150 cases of Gilliam's operation. In the last fifty the modification introduced by Mayo had been adopted, the round ligament being drawn through the peritoneum at the internal ring so that no abnormal slit was left as in the original Gilliam. This method required rather deeper anEesthesia if the muscles were well developed, but presented no special difficulty. There had been one fatality in a case complicated by chronic appendicitis. Death took place suddenly on the fourteenth day, and was possibly due to an embolus. About 93 per cent. of the cases had been followed up, and were very satisfactory. A considerable number had since borne children with no special difficulty and with no relapse. In this series definite symptoms had been present. Among the cases were several instances of retroversion associated with attacks of reflex vomiting where the operation had given complete relief.
Dr. HANDFIELD-JONES did not think that " hysteropexy " was a very desirable name, and thought that the term "ventrifixation " was sufficiently descriptive. Most authorities were in agreement that the ordinary operation by which the anterior wall of the uterus was sutured to the abdominal wall above the bladder was the best surgical procedure. It had the great advantage of leaving the upper part of the uterus free in the event of future conception. The point most prominently brought out by the papers read was the great difference of opinion held by various gynecological surgeons regarding the frequency with which the operation should be performed. He did not consider that cases in which the ovaries and pubes were removed for disease, and then the uterus was stitched forward, should be considered cases of ventrifixation, for in the vast majority of these cases there was no need to suture the uterus forwards after the appendages had been removed. Also, he did not think that cases where the symptoms were due to chronic congestion, subinvolution, or disease of the endometrium should be treated by forward fixation. In these cases, curettage, the use of pessaries, and other palliative measures, were quite able to bring about a satisfactory result. Personally, he had only done the operation about thirty times in his last thousand cases of abdominal section, and he held strongly that the suitable cases needed to be selected with great care. He had found the operation most useful in middle-aged women, who found relief from the wearing of a pessary, but after a reasonable time were unable to dispense with this support. Again, in cases where the pelvic floor was abnormally weak, and where narrowing of the vagina, and repairing of the perineum were not sufficient to prevent the sensations of dragging and prolapse. There were also a few cases in which prolapse of ovaries, not coarsely diseased, was relieved by forward fixation
